In his introduction to the meeting the Chairman, Professor A G Shaper, stated that this was an excellent time to attempt to review the scientific basis for a national food policy. A number of recent reports had contributed already to the now substantial debate that was taking place, including the Centre for Agricultural Strategy's Strategy for the UK Dairy Industry; the Canterbury Report; and the report of the Committee on the Medical Aspects of Food Policies, Diet and Cardiovascular Disease.
Dr Roger Skinner (Head of Nutrition Unit, DHSS) introduced his contribution by stating that he was expressing his own, rather than his Department's views. The question was asked whether a national food policy existed? The answer was that it did, as the means by which Government sought to ensure the provision of sufficient supplies of safe and wholesome food to meet public demand. In this context the word 'safe' had the sense of non-toxic. The primary responsibility for this policy lay with the Ministry of Agriculture, Fisheries and Food. However, the DHSS also had important responsibilities for influencing food policy towards sound nutrition and health objectives. The primary legislation relating to the quality of our food supply was founded in the 1875 Sale of Food and Drugs Act. The present Food and Drugs Act 1955(now the Food Act 1984)was designed to secure the provision of safe food free of contaminants and adulterants. Only substances which had been properly evaluated could be added to food.
Nutritional policy had a different emphasis to food policy, and developed originally to deal with the problem of under-nutrition -which until fairly recently had been an important public health concern. It emerged as a major issue when serious under-nutrition amongst the young male population was noticed by the recruiting officers for the Boer War. Two-thirds or more of the recruits were undernourished or malnourished. Considerable attention was devoted to this problem, Action included the formation of the Inter-Departmental Committee of Physical Deterioration, the setting up of the School Meals Service and School Health Service and later the establishment of the Ministry of Health in 1919. During this time important developments in the science of nutrition occurred. Vitamins A, B, C were identified in the early 1920s.Dietary and nutritional studies of vulnerable groups were carried out, including the well known study of Corry Mann, published in 1926,on the beneficial effect of a milk supplement on the growth of schoolboys. Stimulated by John Boyd Orr's classic book Food Health and Income, a widespread opinion developed that Government had a responsibility for ensuring that no one, however poor, should be undernourished. In the 1930s Boyd Orr was asked to advise on the feeding and nutrition of children, at a time of excess supplies of milk which farmers could not sell. He recommended the provision offree milk to school children-a clear parallel with modern food aid. The 1930swere therefore a time of considerable optimism that nutritional problems could and would be successfully tackled. The Second World War saw further developments, including the introduction of the national milk and welfare vitamins schemes. The School Meals Service was expanded after the 1944Education Act, and continued unchanged until 1971.
The last 15years had seen important changes in the provision of welfare foods, school milk and school meals. The original policies which launched these schemes had been based on the need to protect and even improve the nutritional status of a large part of the population. However, circumstances had changed considerably since 1945, with a general increase in affluence amongst the whole population; real income had risen and the average proportion of disposable income spent on food was now less than 20%.
Dr Skinner felt that our present nutritional problems related to over-consumption rather than underconsumption. Whereas until recently the emphasis in public health nutrition had been on a 'corrective' approach, including measures designed to correct deficiencies in the diet, there was now increasing interestin what might be called an •active' nutritional policy involving a nationwide influence on the food habits of the whole population. The desired changes could be summarized: the provision of relatively fewer calories from fat; an increase in dietary fibre consumption; a reduction in alcohol consumption; and a reduction in the prevalence of obesity. These changes were considered desirable to counter the public health problems posed by diseases of affluence. However, the complex relationships between diet and ill health were not yet fully understood. In pursuit of an 'active' policy, caution was required. The recent Report on Diet and Cardiovascular Disease from the Committee on Medical Aspects of Food Policy (COMA) had concluded that although the evidence pointing to a causal relationship between current diet and the incidence of cardiovascular disease fell short of proof, it was nevertheless sufficiently consistent to allow for certain dietary recommendations to be put forward and implemented.
Implementation of an active policy could be carried out in several ways. The central determination of agricultural production in line with the nutritional needs of the population was one possible course. This course would be more appropriate in circumstances whereby large segments of the population were for any reason prevented from matching food purchases to requirements for health. Such central control of production would certainly be politically unacceptable in a democratic society in which people demanded the right to make their own choices. In . addition, such a policy presupposed a knowledge of nutrition which currently did not exist.
Subsidies were another possible way of effecting change. However, staple foods were relatively priceinelastic. Subsidies would have little effect on their consumption overall and would be financially highly wasteful. Health education remained the only logical course available. Health education messages needed to be based on sound evidence and be supported consistently and effectively. Changes in the pattern of consumer demand were vitally important. There was evidence that industry and agriculture would respond to changing demand; indeed, they were already responding in the desired directions. A cautious but active nutritional policy was therefore needed, accompanied by appropriate monitoring and surveillance of dietary intakes and population nutritional status.
In the discussion the importance of paying attention to the diet of 2-5 year old children was emphasized. The comment was made that healthier foods were currently often more expensive. Intervention policy within the EEC was noted as a central issue and in future might be orientated towards altering the fat content of the diet. It was emphasized that foods should not be referred to as intrinsically 'healthy' or 'unhealthy'.
Mr Lewis Jollans (Centre for Agricultural Strategy, University of Reading) introduced himself as speaking from the agricultural point of view. He emphasized that farmers could only operate at the beginning of the food chain, as foods were increasingly processed before they reached the consumer. A national food policy was certainly part of a national health policy, but so also was it part of the national agricultural policy and also national military and strategic policies. There were legitimate interests other than health which could not be ignored.
Furthermore, farming was a commercial industry and little would happen unless the consumer both demanded change and was prepared to pay for it. Change required investment and, in farming, this was often a long-term process. For instance, genetic selection of farm animals, particularly cattle. required constant effort over 15-20 years to yield significant gains. This, in turn, implied a need for carefully defined policies which remained valid once change had been achieved.
Mr Jollans reviewed some of the nutritional recommendations now current which in his view served only to confuse the issue. For example, the basic recommendation to reduce the percentage of dietary energy obtained from fat was often presented as the percentage offat. The two were not the same and led to different ordering of the merits of individual foods due to the inclusion of water and fibre in the calculation of the latter. For instance, average cows' milk had 3.75% fat but 53% of the energy was derived from fat. A second example was that recommendations concerning the consumption of 'saturated versus unsaturated fats' were often presented in terms of 'animal fat versus vegetable fat'. Yet the coconut palm and the oil palm were the source of much of our fat of vegetable origin. and it should be appreciated that both oils contained a higher percentage of saturated fatty acids than butter. It was Journal ofthe Royal Society of Medicine Volume 80 April1987 255 also often recommended that less red meat should be eaten because at present red meats (beef, mutton, pork) tended to have high fat contents; however, the correct recommendation was to eat leaner meat, there being no nutritional reason to avoid the lean. In practice, the former recommendation would lead to counter-advertising by the meat trade whereas the latter would be more likely to lead to cooperation. Lastly, cheese was sometimes recommended as a low-fat alternative to meat, when in fact the present average fat contents were very similar for the two foods.
Mr Jollans then demonstrated that farmers had made significant reductions in carcass fat levels since World War II. Methods included earlier slaughter; restriction of feed intake; genetic selection for later maturing strains; implant of growth and sex hormones; abandonment of castration and the trimming of surplus fat after slaughter. However, it was important to remember that most of the flavour of meat was carried by the fat and that reduction of fat could be taken too far -as had already happened with broiler chickens.
Turning to the dairy industry, Mr Jollans then demonstrated that, of milk's three components (fat, protein and lactose), the main current demand was for the fat. Protein and lactose. which formed skimmed milk powder and whey, were in gross oversupply. Thus, a reduction in demand for milk fat implied a reduction in the total demand for milk, not a reduction in the percentage offat in milk coming from the farm. Indeed, it would make purely economic sense to increase the percentage of fat in milk whilst reducing the total quantity. Doctors and nutritionists should not therefore simply advise farmers to reduce the fat percentage; there were other important considerations besides purely nutritional ones.
Another common recommendation was to eat more fruit and vegetables. However, a study of the nutrient analyses showed wide variations between the content ofindividual fruits and vegetables and it was not clear which nutrients were being recommended. For instance, potatoes provided all of their energy value as starch and contained little fibre (even with their skin on). The energy value of carrots came largely from sugar (sucrose). Leeks and runner beans were the best providers of fibre. There were also many variations in vitamin and mineral contents.
Mr Jollans appealed, therefore, for more precise definition of nutritional needs so that the most appropriate fruits and vegetables could be identified and their consumption encouraged. In making these judgments, the results of dental research should also be considered for conclusions might frequently be at variance with strictly medical findings. Furthermore, there were concerns (often unsupported) about nitrate and pesticide levels in vegetables. As the intakes would increase in proportion to the amounts of vegetables consumed, these concerns would temper the enthusiasm with which the consumption of vegetables could be promoted.
In the discussion it was stated that agricultural policies did affect the range of choice available but that the main influence was market demand. Concern was expressed that the British housewife was insufficiently discriminating and also that labelling of foods was inadequate to allow those who were discriminating to make informed choices.
Dr Jack Edelman (Rank Hovis McDougal
Research plc) questioned the role of central policy in the field of food production. Certainly he agreed that each individual should have enough to eat, and that there should be a wide range of products available at a price people could afford, but it was important to remember that society did not have policies in a wide range of aspects of everyday life. Policy implied a deliberate intention to influence people's choice by making some choices more difficult or impossible. He did not consider that this was a reasonable use of central authority in the provision of food or food products.
In fact, there was already available a wide variety of foodstuffs -part of the present era of plenty. Food technology and the food industry could and did react to new knowledge such as the growing demands for fresher and more 'natural' foods. In responding to consumer choice, the food industry was acting as part of a free private enterprise system, which could effect change rapidly and economically. He predicted that the UK population would change progressively to a healthier diet, though he emphasized that at present what constituted a 'healthier' diet was only uncertainly understood. The pattern of demand was very complex, with an immense number of subgroups of consumers. Education of consumers was extremely important, with the objective of increasing understanding and discrimination, and an appreciation of the importance of nutrition.
Dr Edelman then demonstrated the capacity of current food technology to deliver a wide range of cheap, preserved foods. The industry had grown against an earlier background of endemic undernourishment amongst a traditionally agricultural but newly industrialized population. This historical background was now long gone, but recognition of the problems of affluence and over-production and the lessons for food consumption had been slow to emerge. For example, wholemeal bread had only recently found favour. Whilst total bread consumption had now declined, the proportion of brown bread taken had increased sharply.
The industry had already produced a range of established technologies to further the availability and variety of foods now available on the market, including acaloric sweeteners, aseptic packaging and gas packaging. It was possible to speculate that yet newer technologies might offer non-fat diets, irradiated foods, and acaloric/thermogenic foods. The Government could assist in the development of such technologies, and was beginning to do so. Support for research was important, as was assistance in industrial development. He agreed that research into nutrition should certainly continue.
In the discussion the importance of adequate labelling of products was emphasized. The current recommendations of the food industry itself for labelling of fat, energy, carbohydrate and protein were discussed. Some opposition was expressed to the inclusion of nutritional criteria into food legislation. The relationship between cost and price was emphasized, e.g, wholemeal bread cost more because of the necessity of importing more expensive North American wheat, which in turn increased production costs.
The last speaker, Dr Peter Elwood (MRC Epidemiology Research Unit, Cardiff) discussed the contribution of epidemiology to the development of a national food policy. If medical research was to have a role in developing nutritional policy, the level of certainty must be high. If this was not the case, then relevant research should be promoted. Dr Elwood explored recent examples where in his view inadequate evidence had affected social policy. For example, the policy of fortification of flour to prevent iron deficiency anaemia, which had been preceded by very little research, had resulted in little or no benefit. There was now considered to be little association between indices of iron balance, such as haemoglobin levels, and valid indicators of health. However, it had taken 20 years before the rescinding of the relevant legislation had been recommended.
Another example were the two recent policies which had provided for food supplements to be made available to children. The provisions of the Welfare Food Scheme were not evaluated until the Act had been withdrawn and once evaluation did take place little evidence of positive benefit was identified. Similarly, the effects of the provision of school milk under the 1944 Education Act were inadequately evaluated until 1972, when the provision was withdrawn. Despite evidence from a randomized controlled trial of a significant contribution from such milk to the growth of the least privileged children, no further change in policy had occurred.
Dr Elwood emphasized that evidence relevant to the debate concerning diet and ischaemic heart disease was currently very limited. Although there had been several trials of the effects of dietary modification in the secondary prevention of death in patients who had had a myocardial infarct, the results of these had all been small and had shown no consistency. Primary prevention by dietary modification had been tested in a number of studies, notably the WHO Multi-factorial Trial, the Oslo Trial and the Mr Fit study. Two aspects of these trials were of relevance. Firstly, the results showed no overall consistency. Secondly, even in those trials which had shown benefit, the number of lives saved by dietary intervention was very small indeed. For example, the Oslo Trial showed a reduction in total mortality of 32%, but this was equivalent to a saving of under 3 lives per year per 1000 subjects treated or under 2 lives per year per 10000 originally screened. Several of the other trials, including the UK part of the WHO Multi-factorial Trial, gave no evidence of benefit whatsoever. Against this background Dr Elwood considered that it was difficult to recommend changes in our present national food policy.
In the discussion it was agreed that dietary change had certainly made some contribution to the decreasing prevalence of ischaemic heart disease in the United States, although the scale of the contribution was more problematic. It was emphasized strongly that a higher level of certainty was necessary to justify advice to individuals, compared with that needed to justify advice to whole populations.
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